On April 1, 1935, I joined the Post Office Medical Service and, apart from war-time, I have been in occupational medicine for just over thirty years. Post Office work was a good grounding, being half clinical and half administrative, under the excellent direction of the late Sir Henry Bashford. The Post Office Medical Service was formed in 1855 and is thus one of the earliest examples of an occupational medical service. In 1855 a wholetime doctor, who was not allowed to engage in private practice, was appointed in London with the following duties: 'To examine all candidates for appointment; to give advice and administer medicine [sic] ; to attend in their own houses officers who reside within four miles of the General Post Office and who are unable to leave home; to examine from time to time the sanitary conditions of the offices; to enquire into cases in which there is suspicion of feigned or exaggerated illness; to examine applicants for pension to see whether their state of health is such as to render their retirement necessary; and to afford medical aid in any other way the Postmaster General may direct.'
A good blueprint! The office of master of the posts dates from 1516; the passage of 339 years before the formation of a medical service is not surprising, but we have to admit that doctors themselves were slow to modernize; William Harvey was not born until sixty-two years after the first master of the posts had been appointed. The Post Office Medical Service lost some of its functions when the National Health Service took them over in 1948 but much continues.
From this brief historical survey at least one point emerges: I suggest that we should resume attending 'officers in their own homes'. In modem terms this means that industrial medical officers should have limited list practices, probably quite small practices, among employees who reside near them; it would have the benefit of requiring the industrial physician to keep up to date with therapeutics, an element which is now sometimes lacking. The present time is particularly opportune for this; because of the shortage of doctors there is little fear of overlapping or of taking work from general practitioners.
After the war years and the RAMC my next main service has been with London Transport; I have been their Chief Medical Officer for just over twenty years.
The history of the London Transport Medical Service is an example of the way in which such services developed. The London Passenger Transport Board was formed in 1933 and at that time a number of general practitioners undertook the work of examining new applicants and of examining employees where necessary under the Workmen's Compensation Acts. One of them, Dr John Aydon, did most of the work and was offered a full-time appointment, which he accepted in 1934, and became the first whole-time Medical Officer of London Transport. He appointed two assistants, Dr J T Wybourn in 1935 and Dr T Morton in 1936. In 1937 there was a public enquiry into the working conditions of London central busmen. On behalf of the men it was alleged that there was excessive gastric trouble and the first President of this Section, then DrBradford Hill, was called in to investigate the amount of sickness absence (Hill 1937 I insurance in 1948 the medical examinations  required under the Acts, or nearly all of them, were abruptly, abolished, and we developed instead the environmental health section. This section has grown from virtually nothing to a position where engineering and other departments have complete confidence and seek medical advice over all new projects and processes; cooperation is very good indeed. Plans for new or altered accommodation must all be signed by the Chief Medical Officer and the medical service plays an important part in the design of drivers' and motormen's cabs and in the design of new equipment. In 1948 in London Transport the Central Record of Staff Statistics was formed and detailed studies of sickness absence have been developed in this actuarial section under the Staff Administration Officer, who works in very close co-operation with the Medical Service. By decentralizing the one medical office into four Medical Centres where the doctors are known personally by name, and by developing a 'guide, philosopher and friend' approach, any fear of the doctor has been overcome and the doctors now have the complete confidence of men and management. It is only on this basis that a good medical service can be developed. Two equal points guide our work: (1) The need to preserve the safety of the travelling public. (2) The welfare of the individual employee. It is essential that the industrial physician should occupy a satisfactory position in the industrial hierarchy and in London Transport he is one of seventeen Chief Officers who are all on an equal basis, each responsible to one of the Board Members. On this secure foundation the Service has developed and for our 74,000 employees we now have ten full-time physicians and a total of 41 people employed in the Medical Service. Occupational health nursing sisters are a most important and valuable part of the Service, chiefly at the three main Works where about 6,000 people are employed; to do justice to their contribution to the Service would require a separate Address. There is also a large and very active First Aid Section of some 2,000 members. Each year about 27,000 medical examinations of staff are undertaken and about 14,000 examinations of applicants. About 500 routine visits to premises are undertaken annually by the doctor and more than a hundred special toxicological and environmental problems are dealt with, under the headings of Human Factors in Equipment Design, Industrial Hazards, General Working Conditions and Canteen Hygiene. We have not yet employed a psychiatrist, nor are we considering such an appointment. Medical research forms an important part of the work of the Medical Service, as it does of all good occupational health services. No fewer than twenty-two main research projects have recently been undertaken. These include the valuable studies undertaken together with Medical Research Council workers of the etiology of ischamic heart disease and of chronic bronchitis which' are known well, and a study of reserve capacity among trainee drivers.
Medical research in industry is a two-way trafficin one direction it contributes useful knowledge to industry and in the other the industrial physician contributes to the main stream of medicine.
The name of our discipline has changed from industrial medicine to occupational medicine in recent years because the study of work, health and people covers all occupations. Now that the Association of Industrial Medical Officers is renamed the Society of Occupational Medicine and thus escaped from the term 'Officers' when we are really 'Advisers', doctors who work in industry should have the plain respectable specialist title of 'industrial physician', recognized as specialists in occupational medicine.
Three points arise: First, during the last thirty years there has been an advance in the kind of doctors who enter industrial work; it has become a field of special interest where medicine can be practised to a high standard.
Secondly, in occupational medicine there is an increasing number of men and women with higher qualifications, and this is a source of confidence in our intermingling with the members of other branches of the profession, with whom we can speak on equal terms. I suggest that the Society of Occupational Medicine might discuss with the Royal College of Physicians the establishment of a Membership in the special branch of occupational health; perhaps the ordinary Membership examination with one special section displacing a part of it. The time may be opportune for such considerations.
Thirdlyand here is an element of selfcriticismwe have established ourselves in industry, that is, with managements, men and trade unions. We are only beginning to establish our position among our medical colleagues as a recognized branch of medicine. Perhaps this is because we exist mainly in groups scattered throughout industry in this country. There have been perfunctory and superficial thoughts about the establishment of an Institute or College of Occupational Medicine, but they have not progressed at all.
The formation and progress of this Section places occupational medicine alongside the other specialties of medicine. This position we shall maintain and develop. The aim of most young doctors who enter a specialty is a consultant post. The work carried out must be recognized, interesting and satisfying. In the education and training of postgraduates the system must be tailored to the ultimate goal of consultantship.
Research and teaching in occupational health at certain universities are already well developed and the foundation of a true specialty already exists. This implies a closer link with the National Health Service. Therefore we should lend our talents in this direction; gradually, for such a development is unlikely to take place overnight. A national occupational health service will not be introduced in the near future. The Inaugural Meeting of this Section was held in 1964 and I commend the Objects of the Section, which were published in the Proceedings (1965, 58, 289) . It was the first time for fourteen years that a new Section had been formed, which does not suggest that medicine is fragmenting rapidly; this is one of the dangers that I have foreseen and wish to prevent. Later Sir Austin Bradford Hill delivered his masterly Presidential Address (Hill 1965) which, together with the formation of a new Section, inspired others to contribute their thoughts. At the Inaugural Meeting the then President of the Society, Sir Terence Cawthorne, pointed out that work is mainly health-promoting; and that without occupation one dies of boredom or alcohol.
Dr A Anderson said that no one really knows how to create conditions at work which bring out the best in people. This is one of the key problems in industry and in the social life of our time. This difficult question should be studied, perhaps jointly with the Section of Psychiatry. Dr T A Lloyd Davies emphasized the importance of the general physician, who is becoming a rare bird nowadays. But all physicians should ask the patient Ramazzini's 'one more question'. To ask this question properly needs the technical knowhow of the correct taking of an occupational history. Physicians should be taught this important part of medicine when they are registrars or senior registrars. We have as yet done little to bring study groups of registrars or junior consultants together for this purpose and I think we should do this actively. Where are the Ronald Lanes and Donald Hunters of the next generation to come from? By meeting groups of registrars and junior consultants from time to time, one or two here and there may become interested in occupational medicine. Perhaps a cardiologist would find a particular interest in this field, possibly in a part-time appointment in a university. The work of cardiac patients is loosely considered at present.
Let us look for a moment at the background we set out from in 1935. The population of England and Wales was just over 40 million, with a natural increase of about 120,000 annually and only a little over 2 million people aged over 65. Today we are nearly 48 million and nearly six million are over 65. Infant mortality was 57 per 1,000 live births; now it is 19. In 1935 there were 3,488 deaths from diphtheria, 174 from enteric fever, 145 from poliomyelitis, 1,000 from puerperal fever, 573 from scarlet fever, 24,603 from tuberculosis of the respiratory system, 4,598 from tuberculosis other than of the respiratory system, 1,584 from whooping cough, and 617 from cerebrospinal fever. There were none from typhus or smallpox. As late as 1941 I had to investigate a complaint of a delay of two hours in obtaining the Local Authority ambulance in a serious diphtheria case; the delay proved to be due to difficulty in catching the horse, admittedly an unusual method of locomotive power for ambulances, but still in use then.
The main social evils of the day were unemployment: two million able-bodied unemployed-and underor mal-nutrition. Fit men could not get a job for years, their families sometimes hungry. No wonder that bitterness and cynicism existed.
The changing age-distribution of the population was giving rise to some thought, but not to anxiety. The proportion of people over 65 had increased from 47 per 1,000 in 1901 to 81 per 1,000 in 1935; it is now nearly 120 and shows signs of further iatrogenic increase.
There was, in general, a forty-eight hour, six-day week, with unpaid holidays for manual workers. The ancient and authoritative precedent six days shalt thou labourwas still the rule. Unemployment and undernutrition were, of course, closely related; there were several areas of the country where there was economic stress of a severe degree. Today economic stress exists mainly in the mind, as the 'Jones syndrome,' which may be a potent cause of some not-tooclearly-defined psychosomatic conditions. It was then assumed that everyone would exert the maximum efficiency of which he was capable; perhaps unemployment does this to men, at least to those who are in jobs. Today it is attitude that counts; physiology has given place to psychology. This is easy to recognize but much harder to deal with. The need for improvement of attitudes to work is probably the main problem in industry today. We know regrettably little about it.
Nutrition was the dominant factor in preventive medicine; it was mentioned in every issue of the public health journals. In the Hungry Thirties it was quantity of food, not quality, that counted. Now the problem is of over-nutrition. And this in a single human generation! How quickly the pendulum can swing. There should not be fear of unemployment on this scale, there should be terror. Unemployment could also produce serious difficulties for physicians in industry; before long we may have to consider the principles we should adopt from welfare, ethical and other points of view. Should those with poor health or poor sick records go to the wall first? And if not, what is the proper balance of action for us to take ?
The Industrial Health Research Board produced three reports in 1935. No. 71 was entitled 'The Physique of Man in Industry'. A mass of data covering many occupations was carefully scrutinized and little of value remained. The investigation was into five functions of male workersheight, weight, pull, squeeze and distance of tip of middle finger to the ground. Manual labour was the rule, with little mechanization and automation not even a gleam in its engineer's eye, for the engineer was not yet born. Some correlations were established in the Report; the employed group were decidedly superior to the unemployed group in all particulars, which is not surprising. The report closes with a playful paragraph:
'Our incursions into many of the works and factories must have been regarded as singularly futile... failures (in persuading the chaps to be examined), where they occurred, were attributable in Scotland either to greed of time or to superstition; in Ireland to carelessness or to political feeling; in Wales to suspiciousness and in England to stupidity'.
Where is such brightness in the reports of today? At that time the search was for physical fitness which was regarded as being much the same as health. But the authors of this report did insist that physical fitness could not be deduced from any or all of their physical measurements.
The Health Week was an annual event celebrated throughout the British Empire. The immediate purpose of Health Week was 'to make health the chief topic of public concern for one week in the year; to secure recognition of the fact that disease is a thing which can and should be prevented; to impart sound information as to public and personal hygiene and to build up a public opinion which will not tolerate a high disease rate' (Medical Officer 1935) . No one nowadays thinks seriously of Health Weeks. Perhaps today we should have an Accident Prevention week annually. There was an Industrial Health Education Society found,ed by a dynamic personality, James Mackenzie, in 1925 and wound up in 1940. The name of Mackenzie and his Society is perpetuated in the Mackenzie Lecture given every two years under arrangements made by the British Medical Association and the Society of Occupational Medicine. The Mackenzie Lecture no longer refers to education. Health education is now a side-effect of medical programmes delivered by radio and television; and this is good provided the programmes are well supervised medically. Tribute must be paid to the work now being undertaken in this field by the Central Council for Health Education. Health and medical knowledge are now much more extensive than in 1935, a fact which sometimes inspires, sometimes distresses, thosefrontline workers against disease, the general practitioners.
Against this social and industrial background, some of us entered occupational medicine around 1935. The years that followed were certainly a dramatic period in British history. The experience of the past is not always a guide for the future, at least I hope not. But we should remember that reversion is possible. It would be an interesting exercise to list the items that could happen again; unemployment, for example, could recur, but the Workmen's Compensation Acts with their attendant benefits and evils probably could not. I should like now to summarize briefly certain other items for thought. It is usually accepted that occupational medicine includes a large element of prevention and only a small one of cure. The ultimate prognosis for all of us is hopeless, which implies that cure is an abstraction, and not a realistic objective. But to define preventive medicine in industry is relatively easy, except where the edges become blurred, and we therefore should keep the main headings regularly and clearly in mind: these are the prevention of illness and of accidents. First, prevention by the promotion of healthy and safe working conditions, the elimination of toxic hazards, the provision of ergonomically designed equipment; these are the mainsprings of prevention in the environment. Secondly, prevention by ensuring that the worker is fit for the job; for example, that his eyesight in transport is safe for himself and others; or if he is epileptic -and epileptics must workto ensure that he has as few fits as possible and that he has his fit in safety for others and himself. The variety of this clinical prevention is infinite, and, naturally, not always successful: prevention by clean food handling in the canteen; prevention by personal advice about weight, smoking, exercise and so forththis latter is the new preventive medicine, preventive medicine practised by the individual himself to prevent damage to his own health, in contradistinction to the old-fashioned preventive medicine where the Medical Officer of Health inoculated and chlorinated and disinfected, and the individual himself had little to do. It may be that some health education has disappeared into this new personal preventive medicine.
The new preventive medicine is not yet completely accepted; for the medicine may be unpalatable and, as Wilfred Trotter said, there is no more powerful antigen than a new idea.
Proposals for the future of occupational medicine have been put forward from 1941 onwards by the British Medical Association (1941 and 1961) , the Royal College of Physicians, the Association of Industrial Medical Officers (now the Society of Occupational Medicine), the British Employers Confederation, the Socialist Medical Association, the International Labour Organization and no doubt by others. It would be a useful and interesting study for a research student, perhaps for a thesis, to study all these reports and summarize their points of agreement and difference. There is much common ground, which should form a sound and agreed basis on which to build the future. It would also be an interesting exercise to list the titles, under grouped headings, of all the papers that have been published in occupational health journals; this would give a broad general idea of the balance between say toxicology, pneumoconiosis and politics.
Here I want to consider one of these reports: it was prepared by the Royal College of Physicians of London in 1945. In the foreword to the report it is stated that 'the Social and Preventive Medicine Committee devoted the past year almost entirely to the subject of industrial medicine, since it seemed that here there was much that called for re-arrangement and reform'. Some of the recommendations had been included in the BMA report of 1941. Both reports recommended that industrial health services should be made available for all workers, not only for those in large firms; and the Royal College maintained that they should be national in scope and apply to every variety of employment. The College took a refreshingly wide view of industrial medicine as it was then called: 'The time has come', says the report, 'to review the position in the broader terms of the prevention of sickness and the promotion of health... occupational disability causes only a fraction of the total morbidity of the industrial workers and occupational disease as such takes a comparatively minor role in an industrial health service.' Splendid! The main theme of the report was the need for co-ordination of industrial medicine with the other health services of the country. Its first recommendation was 'that an industrial health service be planned as an integral part of the national health service' which was then in utero politico. The report goes on to recommend that the general practitioner should 'be the main body of the Industrial Health Service. There would be obvious difficulties if general practitioners were employed by two separate Government Departments'. The suggestion that industrial medicine might be isolated from the National Health Service was widely criticized. Alas, in the event industrial medicine was isolated, and many difficulties of recent years probably stem from that fact. Many other proposals were made and there was a general air of optimism and enthusiasm for the development of occupational medicine which has only partially been realized. I hope that the Royal College will now have another look at occupational medicine.
And perhaps those who consider that occupational medicine is not general practice in the factory would have another look at that bald statement. Occupational medicine is a great deal more than general practice in the factory, but might well be based on it, using 'factory' in the sense of any place of employment. Reform was then the order of the day; and we would agree at once that much has come to pass: expansion of occupational health services, both in the private and public sectors; the establishment of university chairs wholly or partly concerned with occupational health research and teaching; the introduction of two postgraduate Diplomas in Industrial Health, now taken by about forty students annually; the formation of specialist societies and their journals such as the Ergonomics Research Society and the British Occupational Hygiene Society; the success of the British Journal of Industrial Medicine and of the Transactions of the Society of Occupational Medicine; the active development and enthusiasm of a most important group of health workers in industry, the occupational health nurses, with their special and high level diploma of the Royal College of Nursing; the recent establishment of a Chair of Community Medicine at Nottingham and of a Senior Lectureship at University College Hospital, London; all these and other developments we have seen. But this is a patchy progress, made by many separate bodies and organizations. There has been no central co-ordinationuntil now. There dawns on the horizon the beginning of a potentially comprehensive service: the 'A' (Appointed Factory) Doctor service; perhaps a better term for him would be 'Industrial Medical Adviser', for advice rather than inspection will be the keynote of his work in the new service. Plans developed largely by the enthusiasm of the present Senior Medical Inspector have been approved and published by the Ministry of Labour (1966) . Three or four hundred doctors, the equivalent of about 100 full-time doctors, will cover the country and provide the basis from which an occupational health service can develop. This will be good progress; and its development should be guided by an independent working party. The 'A' Doctor service will be one of the milestones in the development of occupational medicine. Other important growing points are the development of occupational hygiene services, multiple screening, the concept of the psychosocial health of the enterprise and knowledge of human factors involved in automation.
The development of occupational hygiene services has hardly begun but there is agreement on all sides that these services should be expanded. How much is common ground? That occupational hygiene laboratories with their investiga-6 tion and epidemiological visiting services should be established on a regional basis, that they should be attached to a university or main teaching hospital, that the service should be provided without charge or on a tripartite insurance basis in which employer, employee and government would join and that it should be a quality service, established gradually as firstclass men became available. This much is common ground. The unhappy Slough experiment served a useful purpose; it showed that industry was unable or unwilling to pay for occupational hygiene services.
Multiple screening techniques should be increasingly applied and multiple screening will become standard practice in occupational medical services and possibly in general practice. Multiple screening procedures now available include the tablet and impregnated paper strip tests for urine which have replaced explosive boiling in test-tubes over a Bunsen burner; they include chest radiographs, blood pressure measurements, eyesight examinations and tonometry for glaucoma in the middle aged and elderly, diabetes detection surveys, electrocardiography, lung function tests, such simple but useful tests as measuring the hemoglobin every six or twelve months particularly in women employees at all ages, and even exfoliative cytology. Should multiple screening be a public health or an industrial responsibility? This point is often debated, but if it is the industrial physician's job to do everything practicable to keep his population of employees physically fit, then multiple screening is his job. Multiple screening alone does not keep people healthy, but it detects certain conditions in the early and treatable stages. One advantage of multiple screening over the 'check up' is that it does not blunt clinical skills and it does not give a sense of false security. It is fashionable to decry the laying on of hands and the stethoscope, but these are not false gods; they are needed in times of trouble and clinical skills will always be the basis of medicine, including occupational medicine. Every doctor I know is proud of the fact that at some time he has diagnosed a difficult or rare case that others have missed. Multiple screening tests, perhaps expanded by using auto-analysers, will aid the clinician, and take away some of the drudgery of routine examinations which in large numbers may seriously blunt the clinician's skills. Ethical difficulties may arise if the machine finds the employee unfit for work, but this will be no problem for the industrial physician who always satisfies himselfand maybe other interested partiesabout the reality of the need to stop a man doing what may be his life's work.
The psychosocial concept of the health of the enterprise has been developed by O'Dwyer and his colleagues (Bridger et al. 1964) . To improve the attitudes of people towards their work and to improve the psychosocial environment should be two main objectives of occupational medicine. They are probably the most important of our time, if the community is to survive. Western civilization is suffering, not from famine, pestilence and war, but from the insidious decline of spiritual values, that is, of morale, and of attitudes to work and life. Another twenty-five years of similar decline could mean total disruption. Industrial physicians can make a direct and effective impact on people's attitude to their work. This should be a primary aim of occupational medicine.
Automation is a practical development that is slowly becoming a second industrial revolution. The human factors involved, mainly concerning speed and volume of psychological input, have been studied in depth by my colleague Dr Andrew Raffle (1963) . Human factors concerned in automation are becoming a major problem for physicians in industry and this is probably the most important growing point in occupational medicine at the present time.
One final pointsurely the national insurance schemes for sickness benefit and injury benefit should be amalgamated? Incapacity from sickness and from accident should attract the same financial benefit. The element of compensation for injury at work should disappear in a welfare environment. This must not become a political issue but should be decided by an independent commission of enquiry at a high level and not by a squabble between two groups of politicians.
In conclusion I want to refer once again to the possible effects of unemployment if it increases in any considerable degree. We must not allow ourselves, as industrial physicians, to become involved in the selection of the fittest and the exclusion of the unfit. All that we have practised in the past thirty years, notably rehabilitation, the welfare of the individual, the care and sympathetic handling of peoplethese essentials may be tested before long. I am confident that we shall be found equal to the test.
